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Model villages: a platform for community-based primary 
health care 
The 1978 Declaration of Alma-Ata on primary health 
care1 states that governments have a responsibility for 
the health of their people that can be fulﬁ lled only by 
the provision of adequate health and social measures. 
In Ethiopia, the Health Extension Programme (HEP), run 
by trained female health extension workers (HEWs) who 
provide a package of 16 integrated community-based 
services, forms the pillar of primary health care. Local 
recruitment and familiarity with the social make-up 
of their community enable the HEWs to apply tailored 
approaches to provision of this standard package of 
services.2,3 
The HEP has continuously evolved and contributed 
to the signiﬁ cant progress and achievement in the 
health sector of the nation.4 The primary goal of the 
programme has been training and graduation of model 
households. Model households refer to families that 
have embraced locally tailored health behaviour criteria 
(eg, having children vaccinated, constructing and using 
latrines, and sleeping under mosquito nets). There is 
a critical mass of nearly 3 million model households 
that have graduated over the years. Building on this 
concept, participatory engagement of women’s groups 
to disseminate health information and facilitate 
uptake of critical health services was initiated in 2012. 
This movement, commonly referred to as the health 
development army (HDA), is led by a group of women 
volunteers who are from model households and 
complement the work of HEWs and further augment the 
engagement and leadership of community members 
in their own health. The HDAs are trained by HEWs and 
have facilitated sustainable community engagement 
and ownership, including establishment of community 
solidarity funds to ﬁ nance priority challenges identiﬁ ed 
by the community. For example, by 2015, more than 
200 ambulance vehicles were procured through 
exclusive community ﬁ nancing.
Ethiopia has just launched an ambitious 5-year Health 
Sector Transformation Plan (HSTP).3 As a progressive 
evolution of the HEP, the HSTP focuses on the 
establishment of model “kebeles” (villages) throughout 
the country. The recognition of kebeles as model will be 
based on a set of veriﬁ able criteria including at least 80% 
coverage of model households within their geographic 
area. Households will be encouraged and monitored 
to take up tailored and predeﬁ ned health promotion, 
disease prevention, and basic curative interventions. 
High impact interventions will be deﬁ ned regularly on 
the basis of national and local priorities and eﬀ orts will 
be exerted to ensure their maximum coverage.
The main priority of the model kebele concept is 
to ensure that responsive services to local needs are 
fully available to every individual and family in the 
village. HDAs will play a critical role in facilitating 
the involvement and service use of all members of the 
community. They will provide diﬀ erential support to 
subsets of the community with problems in accessing 
essential services. Furthermore, a community-based 
health insurance scheme to cover citizens in the informal 
sector will be scaled up over the next 5 years and the 
HDA is expected to be instrumental in generating 
demand for the scheme and providing oversight in its 
implementation. Financial barriers to seeking care will 
be removed through achieving full insurance coverage 
by 2020 in such model kebeles. The government will 
subsidise ﬁ nancial expenses until model kebeles are able 
to generate social innovations, including ﬁ nancing, to 
sustainably confront local health-related challenges. 
Robust monitoring and evaluation, as well as the use 
of technologies, will be an integral part of the model 
kebele scheme based on the local context. Data on the 
sustained engagement in the HDA and governance of 
local health facilities, use of critical health interventions, 
and community insurance coverage will be collected 
regularly. With the aim of achieving 80% model villages 
nationally over the next 5 years, kebeles will continually 
be evaluated and classiﬁ ed as model or not. Model 
kebeles with extraordinary performances particularly in 
social innovations with a potential to nationwide scale-
up will be recognised. 
The government will support the community 
structures to ensure coverage of all the essential 
health services and social protection schemes. For 
example, targeted nutritional support will be provided 
to vulnerable subsets of the community including 
pregnant and lactating women and children under 
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2 years of age. In July, 2015, The Government of Ethiopia 
launched a multisectoral political commitment, the 
Seqota Declaration, to end childhood undernutrition 
by 2030.5 The robust information and early warning 
system of the health sector has been at the forefront 
of addressing impending food insecurity. Protecting 
human health from the consequences of climate change 
should be a priority action.6 In this regard, we welcome 
the recent Paris Agreement on the adoption of the 
Framework Convention on Climate Change.7    
In conclusion, we believe the global aspirations of 
universal health coverage will be realised in Ethiopia 
through community engagement and ownership, which 
in turn depends on the number and quality of model 
households and kebeles. This will bridge the gap in 
health outcomes within and between communities and 
bring quality health services without catastrophic cost 
to every citizen.  
*Kesetebirhan Admasu, Taye Balcha, Haileyesus Getahun
Ministry of Health, Addis Ababa, Ethiopia (KA, TB); and World 
Health Organization, Geneva, Switzerland (HG)
moh@ethionet.et
KA and TB are employees of the Government of Ethiopia. KA is the Minister of 
Health. HG is staﬀ  member of the World Health Organization. The author alone 
is responsible for the views expressed in this publication. 
© 2015 World Health Organization; licensee Elsevier. This is an Open Access 
article published without any waiver of WHO’s privileges and immunities under 
international law, convention, or agreement. This article should not be 
reproduced for use in association with the promotion of commercial products, 
services or any legal entity. There should be no suggestion that WHO endorses 
any speciﬁ c organisation or products. The use of the WHO logo is not permitted. 
This notice should be preserved along with the article’s original URL.
1 WHO, UNICEF. Alma-Ata declaration: report on International Conference 
on Primary Health Care, 1978. Geneva: World Health Organization, United 
Nations Children’s Fund.
2 Ministry of Health of Ethiopia. Health Extension Program in Ethiopia. 
http://www.moh.gov.et/en_GB/hsep (accessed Dec 15, 2015).
3 Ministry of Health of Ethiopia. Health Sector Transformation Plan. 
http://www.moh.gov.et/en_GB/home/-/asset_publisher/Mﬂ 2/content/
ethiopia-s-ﬁ ve-year-health-sector-transformation-plan-2008-2012-
efy-2015-16-2019-20- (accessed Dec 15, 2015).
4 Balcha T, Getahun H, Admasu K. Local innovations and country ownership 
for sustainable development. Bull World Health Organ 2015; 93: 742.
5 Ministry of Health of Ethiopia. Seqota declaration: ending undernutrition 
in Ethiopia by 2030. Addis Ababa: Ministry of Health, 2015.
6 Admasu K, Debessa K. Action to protect human health from climate 
change: an African perspective. Lancet 2015; 386: e31–33.
7 United Nations Framework Convention on Climate Change. Adoption of 
the Paris Agreement: proposal by the President. http://unfccc.int/
documentation/documents/advanced_search/items/6911.
php?priref=600008831 (accessed Dec 15, 2015).
